Background: Over the past few decades, there has been an emphasis on the de-institutionalisation of psychiatric care with a focus on community care. With Quality of Life (QoL) as an outcome measure, this study compared the QoL of patients with schizophrenia attending a psychiatric hospital and a community psychiatric centre. Design: This was a cross-sectional study in two psychiatric facilities Methods: Data were obtained through a socio-demographic and clinical questionnaire; the QoL was assessed with the WHOQOL-BREF and patient satisfaction with care with CPOSS. Total and domain scores of WHOQOL-BREF for each group were calculated and compared with each other and other group characteristics. Diagnosis of schizophrenia was based on ICD-10. Results: Participants from the two centres did not differ significantly on any of the socio-demographic characteristics measured. Similarly, there was no significant difference in their overall mean WHOQOL-BREF scores as well as the mean WHOQOL-BREF of domain scores. However, the married and females from both centres significantly had higher mean WHOQOL-BREF scores than their male counterparts. Patients in remission for more than two years or those on a single type of medication (either oral or depot preparation) from both centres significantly had higher mean WHOQOL-BREF score compared with those who had less than two years of remission or on both oral and depot preparations. Conclusion: Overall QoL of patients managed at the two centres was comparable, with similar socio-demographic as well as clinical variables influencing QoL. This suggests that patients with schizophrenia can be well managed at community psychiatric centres.
INTRODUCTION
Schizophrenia, like other chronic illness, significantly impacts the Quality of Life (QoL) of the affected individuals. As we know, schizophrenia is a complex disorder that impacts on a wide range of mental functioning. The disease, along with the impact of its treatment; that is, the various side-effects of antipsychotic medications affect the overall QoL of people with this disorder. 1 Like other chronic illnesses, the goal of management is to improve the quality of life. The study of QoL provides an opportunity to appraise treatment outcome based on patients' perspectives.
In the clinical setting, however, the QoL incorporates the inclusion of patients' feelings, attitudes, and opinions in medical decision making thus providing the basis for an individual's health care needs, setting therapeutic goals, and providing patient-centered holistic care. [2] [3] [4] The QoL as we know is multidimensional, with different components such as person's satisfaction with his/her life as a whole, general wellbeing; the observable social and material wellbeing, satisfaction with his/her social and material well-being, as well as health and functional status. 5 The World Health Organization on the other hand defined QoL as "an individual's perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards and concerns". 6 These definitions emphasise the multidimensional approach to QoL; the objective and the subjective nature of this construct.
Although QoL is recognised as an important outcome measure of treatment of schizophrenia, the determinants of QoL for individuals with this disorder are not well understood. However, research has consistently reported an association with socio-demographic and clinical variables alongside symptoms of schizophrenia as major factors influencing the QoL. 5, 7, 8 The QoL in patients with schizophrenia has been reported to be significantly lower in males, unemployment, younger age, perceived poor social support and satisfaction with out-patient care, marital status, living conditions and financial situation, and attitude of the families towards patients' treatment. 7, 8, 9 Similarly, clinical variables such as duration of illness, medication dosage and adherence, the presence of negative symptoms, 7,10,11 depressive symptoms, 7, 8, 9 comorbid medical problems, 7 and most cognitive factors correlated significantly with QoL and to a lesser extent, positive symptoms. 8 According to Novick et al., negative symptoms seem to have a larger influence on self-perceived QoL than positive symptoms, and improvement in negative symptoms is highly associated with improvements in QoL. 12 Negative symptoms were found to have a high correlation with QoL in most studies. 11, 13, 14 Likewise, depression has been reported as one of the most important factors in predicting a poor subjective QoL, 7, 8, 11, 15, 16 , nevertheless, a study had reported no significant difference in the relationship between QoL and individuals with schizophrenia with or without depression. 17 The advent of antipsychotics in the fifties has led to deinstitutionalisation of psychiatric care with an emphasis on community care in most western nations. Nevertheless, the care of patients with mental illness still takes place mostly in major psychiatric hospitals in most developing countries. The QoL of patients is described as an indicator of treatment outcomes. 5, 8 In research and clinical practice, the assessment of the QoL is an important outcome measure in individuals with schizophrenia; both in the evaluation of improvement in QoL as well the level of functioning. In this study, we hypothesised that QoL of a patient with a diagnosis of schizophrenia managed at a typical psychiatric hospital would be significantly better than those treated at the community centres, considering the enormity of resources and various levels of mental health professionals at a typical psychiatric hospital. In line with this, we aimed at comparing the QoL of patients living with schizophrenia managed at the major psychiatric hospital and that of community mental centre; both located in Abeokuta, Nigeria and identify factors that influence such difference.
METHODS

Research design
The study is a cross-sectional comparative study of the QoL of patients with a diagnosis of schizophrenia attending the out-patient clinic of the the Neuro-Psychiatric Hospital (NPH), Aro, and the Ogun State Community Psychiatric Service Centre (OSCPSC), Oke Ilewo, both in Abeokuta, Ogun State, Nigeria.
Settings
The Neuropsychiatric Hospital is a federal government specialist hospital that offers both inpatient and out-patient psychiatric services to majorly people in the Southwestern part of Nigeria, and to some extent, those from other parts of the country. Alongside, the institution offers twenty-four-hour emergency psychiatric care, and out-patient care in the hospital runs 4 days a week by Consultant Psychiatrists, supported by trainee Psychiatrists, Psychiatric Nurses, Pharmacists as well as other mental health workers. Largely, services provided at the clinic (consultation, investigations, medications, etc.) are on a fee-for-service basis. At the time of this study, there were nine Consultant Psychiatrists, twenty-three resident doctors, ten Clinical psychologists, nine Social-workers, and four Occupational therapists, at the NPH, all collaborating for effective patient care. The centre offers both inpatient and out-patient services.
The OSCPSC, on the other hand, was established by the Ogun state government of Nigeria. The Centre was set up to promote mental health, prevent mental illnesses, and manage mental illnesses. At the time of the study, the Centre had four Psychiatric nurses, a pharmacy technician, a Medical record officer that are involved in the day to running of the Centre. Two Consultant Psychiatrists oversaw this Centre along with other community outposts in the State. Unlike the NPH, the Centre does not have the full complement of mental health workers such as Psychologists, Social-worker and Occupational therapist which are available at the NPH.
Study Population
Participants for this study were recruited from the outpatient clinics of the NPH and the OSCPSC. All consecutive out-patients aged 18 years and above, with a diagnosis of schizophrenia based on assessment by a Consultant Psychiatrist and met ICD-10 criteria for schizophrenia based on the Diagnostic Criteria for Research for ICD-10, and had attended the clinic for at least 6 months prior to the study and had at least one scheduled appointment during the study period were recruited for the study.
Patients with comorbid medical conditions or other comorbid psychiatric diagnoses such substance use disorders, learning disability or gross psychotic, or with a neurological disorder that could interfere with the assessment were excluded from the study.
The sample size was calculated using the statistical formula for studying proportions with a population <10,000. 18 The minimum number 'n' of patients required for the study was estimated using the formula n= z 2 p(1-p) ÷ d 2 where: 'z' is the critical value and in a two-tailed test it is equal to 1.96, 'p' is the estimated prevalence of out-patients with schizophrenia who had poor overall QoL, which was taken as 81 percent based on previous study, 'd' is the absolute sampling error that can be tolerated. In this study, it was fixed at 5 per cent. Therefore, the minimum sample size: 'n' = 1.962 × 0.81× (1-0.81) ÷ 0.052 = 236.49 = 237 (approximately). An additional 10 per cent was added to account for attrition or nonresponse. Based on this, a sample size of 260 was estimated, and this was shared equally between the two centres; that is, 130 participants from each Centre.
Data Instrument
A questionnaire was developed to assess the socio-demographic and clinical variables. Participants' QoL was measured using the short version of the World Health Organization Quality of Life (WHOQOL)-BREF, a 26-item questionnaire that assesses subjective QoL in the previous two weeks. The WHOQOL-BREF has four domains (physical health, psychological health, social relationships and environment) and two questions that measure the overall QOL and general health.
In this study, the short version of the WHO's QOL scale (WHOQOL-BREF) was used to assess the QoL of patients who met criteria for schizophrenia based on ICD-10. This instrument (WHOQOL-BREF) was derived from the WHOQOL-100. The WHOQOL-BREF questionnaire contains two items on Overall QoL and General Health and 24 items of satisfaction that divided into four domains: Physical health with seven items (DOM1), psychological health with six items (DOM2), social relationships with three items (DOM3) and environmental health with eight items (DOM4). Each item of the WHOQOL-BREF is scored from 1 to 5 on a response scale. Raw domain scores for the WHOQOL were transformed to a 4-20 score according to guidelines. 19 Domain scores are scaled in a positive direction (that is, higher scores denote higher QoL).
The mean score of items within each domain is used to calculate the domain score. After computing the scores, they transformed linearly to a 0-100-scale. 20 The WHOQOL-BREF is a comprehensive and culturally sensitive instrument with good psychometric properties, having a small overlap in content between symptoms and the QoL facets. 20 Participants in this study were interviewed with either the English version of the WHOQOL-BREF or with its validated Yoruba version (the predominant Nigerian language spoken by patients within the study setting). 21 The WHOQOL-BREF has shown to have good reliability and validity for the assessment of QoL in patients living with schizophrenia with an excellent internal consistency for the total WHOQOL-BREF (0.88 at baseline and 0.89 at follow-up). 22 Assessment of Patients' perception of satisfaction with the out-patient clinic was assessed using the Charleston Psychiatric Outpatient Satisfaction Scale (CPOSS), a 15-item questionnaire scored on a 5-point Likert scale. 23 It has been reported in Nigeria to be reliable and valid with high internal consistency (0.91) and convergent validity ranging between 0.30-0.68.
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Ethical Consideration
Research and Ethics Committee of the Neuropsychiatric Hospital, Aro, Abeokuta approved the research protocol. Similarly, an approval to carry out the study at the OSCPSC was also obtained from the Permanent Secretary of the Ogun State Hospitals Management Board. Written informed consent was sought and obtained from every participant after explaining the purpose of the study to each patient. Privacy and confidentiality were ensured throughout the interview.
Data Analysis
The data were analysed using Statistical Package for Social Science version 19 (SPSS Inc.). Frequency distribution and mean scores with standard deviations (SD), were computed for socio-demographic variables and clinical variables as deemed appropriate. The mean WHOQOL-BREF item scores, as well as socio-demographic and clinical variables of the respondents from the two centres, were compared using a t-test for quantitative and chi-square for qualitative variables. Analysis of Variance (ANOVA) was used to explore the relationship between the mean total WHO QOL BREF scores of participants from the two centres (NPH and OSCPSC) with socio-demographic and clinical variables. Correlation between the total CPOSS scores and the mean total WHOQOL-BREF scores were also explored. The level of significance was set at p < 0.05.
RESULTS
General measures
A total of two hundred and sixty (260) respondents who fulfilled the research criteria were approached at both centres.
A total of 238 responded and completed the interview translating to 91.5% response rate. The 238 respondents who completed the interview were made up of 121 from NPH and 117 from (OSCPSC). The overall mean age for all respondents was 37.78 (11.50) years.
Socio-demographic Characteristics
The majority of the participants at both centres were between 25 to 34 years; 42.1% for those at NPH and 51.3% for those at OSCPSC. The mean age was 37.94 (10.20) years and 37.62 (12.70) years for respondents at NPH and OSCPSC, respectively. There was no statistically significant difference in the mean age of respondents at both centres (t=0.20, p=0.84). Except for employment status (p=0.013), the two groups did not differ significantly in term of other socio-demographic variables such as marital status, educational status, and religion (p> 0.05).
The relationship between clinical variables of participants from NPH and OSCPSC
The mean age of onset of the illness among NPH respondents was 27.0 (0.14) years while for those at OSCPSC it was 26.0 years (0.86) (t=0.220, p=0.826). Similarly, there was no significant difference in the mean duration of illness of the respondents from the two centers, duration of remission (the absence of active symptoms that significantly impaired the respondent's functioning), the types of antipsychotic medication, antipsychotic drug preparation and the presence of antipsychotic medication side effects (p>0.05). However, significant difference was observed in mean number of antipsychotic drugs prescribed (t=3.776, p<0.001) and number of episodes (t=9.31, p=0.022). Table 1 shows the comparison of the mean WHO QOL-BREF domains scores of NPH and OSCPSC respondents. The mean overall QoL of the NPH respondents was 4.40 (SD=0.89), while at OSCPSC, the overall QoL of the respondents was 4.38 (0.87); however, the difference was not statistically significant (p=0.916). Similarly, there was no significant difference in the mean score at both centres on the overall health, the physical domain (p = 0.978), psychological domain (p = 0.600), social domain (p=0.110) and the environment domain (p=0.619). Table 2 shows the comparison of NPH and OSCPSC respondents' WHOQOL-BREF items scores. Satisfaction with finances at both centres had the least score, with a mean score of 2.97(1.04) at NPH, and 3.02(1.04) at OSCPSC. Satisfaction with the ability to perform daily activities had the highest mean score for both participants, with a mean score of 4.43(0.89) and 4.44 (1.05) at NPH and OSCPSC, respectively. With the exception of the feeling of despair, there was no statistically significant difference between the mean score of each WHOQOL-BREF items of participants from the two centres. Table 3 reflects the relationship between mean total WHO QOL BREF score and socio-demographic variables of participants from the two centres. The total WHOQOL-BREF scores of the respondents at the two centres differ significantly with respect to gender (p=0.003), marital status (p=0.005) and level of education (p=0.043). ) shows that female at the OSCPSC had a significantly higher score than the males (p=0.030), and females at NPH had a significantly higher score than the males at OSCPSC (p=0.010).
Comparison of the mean WHO QOL-BREF domains scores of the NPH and OSCPSC respondents
Comparison of the NPH and OSCPSC respondents' satisfaction with WHO QOL-BREF items
Comparison of the mean total WHO QOL BREF scores (NPH and OSCPSC) and socio-demographic variables.
Similarly, married respondents significantly scored higher than those who were not married (p=0.006). Furthermore, females at NPH had a significantly higher score than the males at OSCPSC (p=0.010). Also, NPH respondents with level of education lower than secondary school had a significantly higher score than their counterparts from OSCPSC (p=0.044 ). There were no statistically significant relationships between total mean WHO QOL BREF scores of participants from both centres with age, employment status, the location of abode and religion. Likewise, NPH respondents who were in remission for two or more years had a higher score than OSCPSC respondents who were in remission for less than two years (p = 0.031). Other clinical variables were not significantly associated with the mean total WHO QOL BREF score (p<0.05).
Comparison of the mean total WHO QOL BREF scores (NPH and OSCPSC) and clinical variables
Correlations between total CPOSS scores and mean total WHO BREF score
The mean (SD) CPOSS scores at NPH and OSCPC was 63.22(9.93) and 64.48 (8.16) respectively. There was a positive correlation between the respondents' mean total WHOQOL-BREF score and their mean CPOSS score (Pearson's correlation=+0.468 and 0.479 at NPH and OSCPC respectively) (p < 0.001). 
DISCUSSION
One of the main goals of treatment of patients with psychiatric disorders such as schizophrenia is to improve their QoL. In this study, we compared the QoL of patients with the diagnosis of schizophrenia attending a typical long-stay psychiatric hospital with those attending a community care centre. It was interesting to find out that the overall QoL of patients from the two centres were comparable; likewise, their overall health, thus disproving our hypothesis. Although patients from NPH had a higher mean overall QoL score than those from OSCPS, the difference, however, was not significant. With the exception of unpleasant feeling such as despair, the two groups of patients did not differ significantly on other WHOQOL-BREF items.
This possibly points to the fact that the quality of care at the two centres may not differ significantly or rather; the quality of care is not the only determinant of the QoL. According to Adelufosi et al., socio-demographic and clinical factors only explained a modest part of the variance in the QoL scores, with the possibility of unmeasured 'internalised' factors contributing in a much larger sense to the variation in subjective QoL. 9 Nevertheless, studies looking at re-hospitalisation of patient a year after they received hospital-based community psychiatric care, has reported a significant reduction in the rate of psychiatric admissions with improved QoL for patients managed at the community psychiatric centre as well as a decrease in the frequency of the negative symptoms. 25, 26 These observations have been attributed to an increase in social support which serves as a factor that modifies the effects of stressful life events. 25, 26 On the other hand, studies have reported an association between long-term and intensive care use (a typical feature of a typical long-stay psychiatric hospital like the NPH) and the perceived patients' difficulty, 27, 28 which have influence the observation noticed in this study.
With the exception of gender, marital status and level of education the two groups did not differ significantly on comparison of socio-demographic variables and QoL. Females and the married from both centres were more likely to experience better QoL when compared with the males and the unmarried. Although the two groups did not differ significantly in term of their educational level, the level of education was observed to differentiate the two groups in term of their QoL, with those with lower education from the NPH more likely to have better QoL compared with those with higher education, however, the reverse was the case with participants from OSCPSC where those with higher education had higher mean WHOQOL-BREF scores. The reason for this may be a subject of further research.
Nonetheless, studies looking at the relationship between socio-demographic variables have reported negative association between QoL and the male gender, single marital status, low income, unemployment, higher educational attainment, worse living condition, worse financial situation, financial dependent 7-9,29 while being in a paid job, living with spouses or other family members, supportive social relations have been shown to be positively related to QoL scores. 30, 31 Even though male gender had been associated with poorer QoL by most researchers, a few others have reported better QoL in male patients with schizophrenia 32 or insignificant association. 33 Of the clinical variables measured, three variables (the mean number of antipsychotics, the mean clinic attendance and numbers of episodes) differentiate the two groups. Those from NPH were more likely to have had a higher number of antipsychotics, had more patients with more than two episodes and to have kept higher numbers of appointment in the last four appointments given. The fact that the Centre is a referral centre with relatively more chronically ill patients or possibly with the worse condition may account for this difference. However, the relationship between clinical variables and the mean total WHO QoL BREF scores showed that those in remission for more than two years and those on one form of antipsychotic (oral or depot) from both centres significantly had a better quality of life.
Studies looking at the association between clinical variables and QoL have reported a significant association between the number of daily medication, the presence of anxiety/depression symptoms, suicidality, comorbid medical problems and general psychopathology [7] [8] [9] 34, 35, 36 and medication adherence. 9, 37 According to Akinsulore et al, the presence of depressive symptoms, negative and positive symptoms of schizophrenia and frequency of relapse also predicts greater disability in patients with schizophrenia. 36 Research studies have shown a significant association between medication dosage and medication adherence 38, 39 and medication adherence and QoL. 9 This may further explain the association between number of antipsychotic medications and antipsychotic preparation with QoL noticed in this study. In this study, those who had oral or depot preparation alone were more likely to report better QoL than those who take a combination of the two. However, this may not be a function of numbers of medication but rather the severity of the illness, which may also correlate with the QoL.
One of the key parameters for measuring mental health care service outcome is patients' satisfaction. 40, 41 In this study, the perception of patients' satisfaction with the outpatient clinic as assessed by the Charleston psychiatric out-patient satisfaction scale (CPOSS) was found to correlate well with the mean of the total WHO BREF scores of the two groups. This means that those who had a better perception of care were more likely to have a better QoL and vice-versa. Several studies have reported that those who have a better perception of care are more likely to experience a better QoL. [42] [43] [44] [45] There are some limitations to be taken into consideration in the interpretation of the findings. Of note is the use of a generic QoL questionnaire such as WHOQOL-BREF in this study which may exclude other features of QoL affected in persons with schizophrenia.
However, most other studies looking at QoL in this population of patients have used similar instrument making comparison easier. Again, the result of this study was limited to just one community outpost and one major psychiatric hospital, which may not reflect the QoL of patients with schizophrenia in other similar centres in Nigeria. However, the strength of the study is that it is one of the few studies in Africa and to our knowledge the first from Nigeria providing information on the comparison of outcomes or QoL of patients treated at the community centre and typical psychiatric Hospital.
CONCLUSION
Although the two settings differ on one of the items on the WHOQOL-BREF variables, their overall quality of life was substantially similar, and their scores on various domains do not differ significantly, thus affirming that patients can be managed well in the community settings.
